Objective: Discrimination predicts increased risk for many negative health outcomes, helping explain a variety of racial and socioeconomic health disparities. Recent research suggests discrimination may play a role in disparities in HIV and other sexually transmitted infections (STIs); however, this research has focused on risk behaviors and has yet to establish a link between discrimination and STI diagnosis specifically. This investigation tested whether discrimination predicted condom use, risky sexual partners, and self-reported STI diagnosis among a population disproportionately affected by HIV and STIs in the U.S.: young, pregnant, socioeconomically disadvantaged, women of color. Method: During second and third trimesters, 885 mostly Latina and Black pregnant women, 14 -21 years old, attending 14 hospitals and health centers in New York City for prenatal care, completed interviews. Results: Greater discrimination during second trimester predicted greater odds of STI diagnosis and having a risky sexual partner during third trimester, but not condom use. Whether discrimination was attributed to race, identifying as Black, or identifying as Latina did not moderate effects. Conclusion: This is the first investigation establishing a link between discrimination and STI diagnosis, not just risk behavior. It does so among a sample of at-risk, young, pregnant, women of color. Findings suggest implications for sexual risk during pregnancy and across the life span, and risks for the pregnancy and fetus. It is vital to reduce discrimination to eliminate disparities in HIV and STIs. Future research should continue examining the role of discrimination in sexual risk among different populations and work to uncover potential mechanisms.
Many factors have been examined to understand what drives persistent racial and socioeconomic disparities in the U.S. across a wide range of health outcomes (Williams, Mohammed, Leavell, & Collins, 2010) . A growing literature has identified discrimination as a key factor associated with increased risk for many negative health outcomes (for reviews see Pascoe & Smart Richman, 2009; Williams & Mohammed, 2009) . As examples, greater discrimination is associated with poorer mental health (Brondolo et al., 2005) , greater coronary artery calcification (Lewis et al., 2006) , and greater risk of delivering lower birth-weight babies (Dominguez, Dunkel-Schetter, Glynn, Hobel, & Sandman, 2008) , while controlling for a host of risk factors and potentially confounding variables. The current investigation tested the association that discrimination has with condom use, risky sexual partners, and self-reported sexually transmitted infection (STI) diagnosis among a sample of young, socioeconomically disadvantaged, mostly Black and Latina women. Before turning to the current study, research in several areas is reviewed: evidence that young women of color experience a disproportionate burden of HIV and other STIs; factors that existing health behavior models suggest drive sexual risk behavior; and recent evidence that discrimination plays a role in sexual risk.
In the U.S., young women have the highest rates of STIs, and the percentage of people living with HIV/AIDS who are women has steadily increased over the past two decades, particularly among 15-24 year olds (CDC, 2010; CDC, 2011a; CDC, 2011b) . Black and Latino Americans, as well as those who are socioeconomically disadvantaged, experience a disproportionate burden of HIV and other STIs (CDC, 2010; CDC, 2011a; CDC, 2011b) . Taken together, young, socioeconomically disadvantaged Black and Latina women are at disproportionate risk for HIV and other STIs. Consequently, research efforts have focused on understanding factors leading to sexual risk behavior among this group and how to reduce this risk (e.g., DePadilla, Windle, Wingood, Cooper, & DiClimente, 2011; Wyatt & Chin, 1999) .
More traditional theories or models of health behavior, such as social-cognitive theory (Bandura, 1977) , the theories of reasoned action and planned behavior (Ajzen, 1985; Fishbein & Ajzen, 1975) , and the information-motivation-behavioral skills model (Fisher & Fisher, 1992) have been applied to understanding sexual risk across diverse individuals. Research supports that factors identified by these models, including risk knowledge, and condom use attitudes, norms, barriers, and self-efficacy, predict sexual risk behaviors such as condom use (for reviews see Albarracín, Johnson, Fishbein, & Muellerleile, 2001; Crepaz & Marks, 2002) . However, there has been criticism of these models as being decontextualized and not paying attention to unique factors that increase women of color's sexual risk behaviors, such as inequities based on race, gender, and class (e.g., Amaro, 1995; Rosenthal & Levy, 2010; Wingood & DiClemente, 2000) .
Drawing on the growing body of literature highlighting discrimination as a key determinant of health behaviors and outcomes, recent research has begun to establish a connection between experiences with discrimination, stigma, or marginalization and sexual risk behaviors among some populations. A study of high school students in Massachusetts and Vermont found that male and female lesbian, gay, and bisexual students who reported high victimization at school in the past year also reported more substance use and sexual risk behaviors than both heterosexual students and lesbian, gay, and bisexual students reporting low victimization (Bontempo & D'Augelli, 2002) . Another cross-sectional study of Latino gay men living in Los Angeles, Miami, and New York City found that more frequent experiences with homophobia and racism were associated with greater reported sexual risk behaviors (Díaz, Ayala, & Bein, 2004) . These studies suggest that discrimination or victimization due to a stigmatized identity may play a role in increased sexual risk.
Some very recent work has also found a connection between the experiences of racial discrimination and sexual risk among African American youth. In a cross-sectional study of 11th and 12th Grade African American students in the Southeastern U.S., StevensWatkins, Brown-Wright, and Tyler (2011) found that while controlling for gender and age at first intercourse, greater reported race-related stress (i.e., cultural, institutional, and individual racism) was associated with more reported lifetime sexual partners. In a longitudinal study of African American youth in Iowa and Georgia, Roberts et al. (2012) found that more frequent experiences with racial discrimination at 10 or 11 significantly predicted greater reported sexual risk taking at 18 or 19, including number of sexual partners, frequency of sex, frequency of condom use, and substance use before sex.
This small but developing body of work suggests that discrimination could be an important factor explaining sexual risk in young, socioeconomically disadvantaged, Black and Latina women, who are experiencing a disproportionate burden of HIV and other STIs. Yet, work to date has not focused on the role of discrimination specifically in this population, and no work has actually tested the association between discrimination and STI diagnosis.
The Current Investigation
This study contributes to understandings of factors associated with sexual risk, and the breadth of the effect of experiences of discrimination on health outcomes, by examining data from a longitudinal study of socioeconomically disadvantaged, predominantly Black and Latina, pregnant teens and young women in New York City. Pregnant teens and young women are an important group in which to study sexual risk because their pregnancies indicate that they are engaging in unprotected sex at a young age, increasing risk for HIV and other STIs. Indeed, pregnant adolescents are at increased risk for HIV and other STIs postpartum and throughout their lives (e.g., Kershaw et al., 2003 ; for a review see . Also, STIs in pregnancy can cause increased risks for pregnancy outcomes, including preterm birth, low birth weight, stillbirth, and infant illness, if passed during delivery (e.g., Goldenberg, Andrews, Yuan, MacKay, & St. Louis, 1997 ; for a review see Mullick, Watson-Jones, & Mabey, 2005) .
It was hypothesized that greater experiences with everyday discrimination during second trimester would significantly predict greater odds of having any unprotected sex, having any risky partners (i.e., any partner who has other sexual partners, is/was an intravenous drug user, has HIV or AIDS, has ever had an STI, is a man who has ever had sex with another man, or has ever been in prison), and having been diagnosed with an STI during third trimester.
Method
Data for the current investigation were taken from a randomized controlled trial (RCT) of an innovative model of group prenatal care (Centering Pregnancy Plus) aimed at improving the reproductive health of pregnant young women. The Centering Pregnancy Plus model involves group prenatal care led by a prenatal care provider, self-care activities, and group discussions across a variety of topics, including prenatal and postpartum care, childbirth preparation, HIV prevention, and mental health (see Ickovics et al., 2007; Kershaw, Magriples, Westdahl, Rising, & Ickovics, 2009) . Study sites were randomized to deliver the group prenatal care intervention or standard individual prenatal care. Because the current investigation is not a test of the RCT, data were used from participants, surveyed at two time points during pregnancy, who were receiving care at one of 14 sites delivering either form of prenatal care, while controlling for which type of care participants received and site clustering. Sites were community hospitals and health centers across New York City (except Staten Island).
Procedure
Young women (14 -21 years old) attending an early prenatal care visit at a study site were referred by a health care provider or approached directly by research staff for participation in the study between 2008 and 2011. Inclusion criteria were pregnancy less than 24 weeks gestation, no medical problems indicating high-risk pregnancy (e.g., HIV positive), ability to speak English or Spanish, and willingness to participate in study procedures. Research staff explained the study to eligible participants, answered questions, and obtained informed consent. Baseline interviews occurred during second trimester between 14 and 24 weeks gestation at an This document is copyrighted by the American Psychological Association or one of its allied publishers.
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average gestational age of 19.35 weeks (SD ϭ 3.20). Second interviews were completed during third trimester between 32 and 42 weeks gestation at an average gestational age of 34.74 weeks (SD ϭ 2.70). Structured interviews were completed in English or Spanish using Audio-Handheld Assisted Personal Interview technology, allowing participants to listen to spoken questions digitally stored on a computer and displayed on the computer screen. Participants were paid $20 for each interview. All procedures were approved by the Yale University and Clinical Directors Network Institutional Review Boards and by Institutional Review Boards for each study site.
Participants
There were 1,240 women who enrolled in the study, and analyses for this paper included 885 women (59.5% reporting it as their first ever pregnancy) who completed both second and third trimester interviews and answered all questions for predictor variables. Women were excluded from analyses if they had not completed the third trimester interview (n ϭ 305) or were missing data on variables included in analyses (n ϭ 50). Women included were compared to those excluded on all variables from the second trimester interview using analyses controlling for clustering. The only significant difference was that women excluded reported lower condom use self-efficacy than women included in analyses (B ϭ 1.98, SE ϭ 0.90, p ϭ .046). Some women did not answer (refused or did not know) questions about condom use and risk categories of partners. Thus, 841 women were included in analyses for any unprotected sex, 873 were included for any risky partners, and 885 were included for any STI diagnosis. Descriptive statistics of the full analytic sample are in Table 1. Then analyses were conducted, controlling for site clustering, comparing women in the control (n ϭ 457) and intervention (n ϭ 428) conditions on all variables from both second and third trimester interviews. The only significant difference was that women in the intervention condition were less likely to be in a relationship at second trimester interview (OR ϭ .71, 95% CI .53-.95, p ϭ .021). Thus, participants from both the control and intervention conditions of the study were included in analyses, and condition was controlled for in all analyses.
Measures
The main predictor variable (everyday discrimination), and all control variables (participant characteristics; sexual risk knowledge; and condom use norms, attitudes, barriers, and self-efficacy) included in analyses were collected during the second trimester (baseline) interview. The three sexual risk outcome variables (unprotected sex, risky partners, STI diagnosis) included in analyses were collected during both second and third trimester interviews.
Main predictor variable: Everyday discrimination. Participants reported experiences with discrimination using a modified, 10-item version (Lewis et al., 2006) of the established Everyday Discrimination scale (Williams, Yu, Jackson, & Anderson, 1997 ) on a 1 (never) to 4 (often) scale (e.g., "In your day-today life, how often are you treated with less respect than other people?"). A mean score was created, with higher scores indicating more frequent experiences with discrimination (␣ ϭ .84). Participants also reported what they perceived to be the main reason for these experiences, and could attribute to race/ethnicity, gender, age, income level, language, physical appearance, sexual orientation, or other.
Control variables: Participant characteristics. Participants reported whether they experienced food insecurity and were employed (proxies for socioeconomic status). Participants reported whether they were in a romantic relationship, date of birth (from which age in years was calculated), whether they were born outside the U.S., and race and ethnicity.
Sexual risk knowledge. Participants' HIV and STI risk knowledge was assessed using an established 11-item measure (Heckman et al., 1996; Sikkema et al., 1996 ; e.g., "Birth control This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
pills can protect a woman from sexually transmitted diseases including HIV"), adjusted to be answered from 0 (definitely false) to 4 (definitely true). Appropriate items were reverse-scored, and a sum was created, with higher scores indicating greater sexual risk knowledge (␣ ϭ .66). Condom use norms, attitudes, and barriers. Participants completed the Sexual Risk Behavior Beliefs and Self-Efficacy Scale's (Basen-Engquist, Edmundson, & Parcel, 1996; Coyle et al., 1996) three subscales of three questions each, assessing norms (e.g., "Most of my friends believe condoms should always be used if a person my age has sex"), attitudes (e.g., "I believe condoms should always be used if a person my age has sex, even if the two people know each other very well," and barriers (e.g., "I would feel uncomfortable carrying condoms with me") for condom use on a scale of 1 (strongly disagree) to 5 (strongly agree). Appropriate items were reverse-scored, and a mean was created for each subscale, with higher scores indicating more positive norms and attitudes, and less barriers (␣s ϭ .81, .90, and .84, respectively).
Condom use self-efficacy. Participants completed an established 14-item measure of condom use self-efficacy (Brafford & Beck, 1991; Brien, Thombs, Mahoney, & Wallnau, 1994 ; e.g., "I feel confident in my ability to discuss condom usage with any partner I might have") on a scale of 1 (strongly disagree) to 5 (strongly agree). Appropriate items were reverse-scored, and a sum was created, with higher scores indicating greater condom use self-efficacy (␣ ϭ .88).
Outcome variables: Unprotected sex. During second trimester, participants reported the percentage of times they used condoms when having sex with up to four sexual partners in the past 6 months (e.g., Kershaw et al., 2005) . Only 12 participants at second trimester and two participants at third trimester interview reported having more than four partners. During third trimester, participants reported the percentage of times they used condoms when having sex with up to four sexual partners since last interview. Participants were coded as having had any unprotected sex (1) or none (0). Consistent with past work (e.g., Roberts et al., 2012) , the 199 women who reported no sexual partners during third trimester interview were also coded as having no unprotected sex (0). Risky partners. During second trimester, participants reported whether their sexual partners in the past 6 months (up to four partners) fell into any of the following six risk categories: has other sexual partners, is/was an intravenous drug user, has HIV or AIDS, has ever had an STI, is a man who has ever had sex with another man, or has ever been in prison (e.g., Kershaw et al., 2005) . During third trimester, participants reported whether up to four sexual partners since last interview fell into any of the risk categories. Participants were coded as having any risky sexual partners (1) or none (0; including those who reported no sexual partners).
STI diagnosis. During second trimester, participants reported whether they had ever before been diagnosed with the following six STIs: chlamydia, genital warts or the human papilloma virus, gonorrhea, herpes, syphilis, or trichomonas. During third trimester, participants reported whether they had been diagnosed with any of those same six STIs since last interview. Participants were coded as having had an STI diagnosis (1) or not (0). Research has demonstrated that self-reported STI diagnosis is very reliable when compared with medical records and independent STI testing (e.g., Niccolai et al., 2005) .
Data Analysis
Logistic regression analyses were used to test whether everyday discrimination during second trimester was a significant predictor of having any unprotected sex, risky partners, and STI diagnosis during third trimester. To test whether discrimination makes a unique contribution to understanding sexual risk in this sample over time, analyses controlled for the outcome variables during second trimester; other known predictors of sexual risk from health behavior models and theories, including sexual risk knowledge, and condom use norms, attitudes, barriers, and self-efficacy; and other characteristics of the participants known to predict risk, including food insecurity and employment status (socioeconomic indicators), relationship status, age, whether they were born outside of the U.S., and race/ethnicity (identified as Latina, and identified as Black). For all analyses, site clustering and whether they were in group or individual prenatal care (RCT condition) were also controlled for. Analyses were conducted with SAS 9.2.
Results

Primary Analyses
Results of logistic regression analyses are in Table 2 . Everyday discrimination during second trimester significantly predicted greater odds of having any risky partner and having been diagnosed with an STI during third trimester, while controlling for those outcomes during second trimester, many participant characteristics, sexual risk knowledge, and condom use norms, attitudes, barriers, and self-efficacy. Besides ever having been diagnosed with an STI before, everyday discrimination during second trimester was the only significant predictor of having had a new STI diagnosis during third trimester. However, everyday discrimination did not significantly predict having any unprotected sex.
Supplemental Analyses
It is possible that women who did not report any sex in the past 6 months during the third trimester interview may represent a unique group. Although these women may not be having sex to reduce their level of risk, they may also not be having sex for other reasons not related to risk. Thus, two sets of supplemental analyses were conducted to examine whether including this group in analyses influenced findings. First, the logistic regressions were rerun, excluding those reporting no sex. Second, multinomial logistic regressions were conducted to test whether results differed if women reporting no sex were considered a separate category (i.e., categories included no sex, sex but no unprotected, sex and any unprotected; and no sex, sex but no risky partners, sex and any risky partner). Results of these analyses replicated the initial findings: discrimination did not significantly predict any unprotected sex in any analyses, and discrimination significantly predicted greater odds of having any risky sexual partner and having been diagnosed with an STI during third trimester.
Because some past work on discrimination and sexual risk has focused on racial discrimination and African American samples This document is copyrighted by the American Psychological Association or one of its allied publishers.
(e.g., Roberts et al., 2012) , further analyses tested if attributing discrimination to race (16.5% of participants) versus another reason, identifying as Black, or identifying as Latina were significant moderators of the relationships of discrimination with the sexual risk outcome variables, and all interactions were nonsignificant.
Discussion
Everyday discrimination reported during the second trimester of pregnancy significantly predicted greater odds of having a risky partner and of contracting an STI during the third trimester of pregnancy among young, socioeconomically disadvantaged, mostly Black and Latina pregnant women. These results were significant after controlling for those outcomes during second trimester; known predictors of sexual risk, including sexual risk knowledge, and condom use norms, attitudes, barriers, and selfefficacy; and participant characteristics that can affect sexual risk, such as food insecurity, employment status, relationship status, age, whether they were born outside of the U.S., and race/ethnicity. Besides lifetime history of STIs, discrimination was the only predictor of having had a new STI diagnosis by third trimester. Results were similar regardless of race/ethnicity and whether participants attributed discrimination to racism versus other factors. This work supports past work suggesting that associations between discrimination and health can be similar across racial/ethnic groups, and that across different attributions for discrimination (e.g., race, gender, age, etc.), the effects of discrimination on health remain consistent (e.g., Lewis et al., 2006) . These findings build on and extend past work in several important ways. This study examined the connection between discrimination and sexual risk among a high-risk population-young, socioeconomically disadvantaged, predominantly Black and Latina women-across pregnancy, a time when STIs are important as an indicator of longer-term sexual risk, and also as a risk factor for adverse birth outcomes. This study includes both sexual risk behaviors (unprotected sex and risky partners) as well as STI diagnosis, and to our knowledge this is the first study to test the association between discrimination and STI diagnosis. Because the study was longitudinal, it was possible to directly test temporally ordered variables over the course of pregnancy, increasing confidence in the direction of effects. Further, the measure of everyday discrimination incorporates experiences of discrimination attributed to many possible reasons, not just based on one category (e.g., race or sexual orientation).
Limitations and Future Directions
The sample is limited to young pregnant women of color. Thus, future research should test these associations among different groups at high risk for HIV and other STIs. For example, it is unknown whether discrimination increases likelihood of having a risky partner or contracting an STI among nonpregnant women, or whether findings are unique to pregnancy. Because past research has documented an association between discrimination and sexual risk behavior in nonpregnant samples (e.g., Roberts et al., 2012; Stevens-Watkins et al., 2011) , it may be likely that results would be the same; however, there may be unique circumstances that would affect these associations during pregnancy for future work to explore. Another limitation of the study is that 355 women were excluded from analyses because of missing the third trimester interview or other missing data. Although there were no significant differences except that those excluded reported lower condom use self-efficacy during second trimester than those included, it is unclear whether this affected results.
This study does not explain underlying mechanisms driving the relationship of discrimination with sexual risk, which is a key question for future research. Roberts et al., (2012) found negative affect, affiliation with deviant peers, and positive attitudes toward risky sexual behaviors were mediators of the relationship between racial discrimination and sexual risk behaviors among African American youth. Yet, mechanisms involved in the relationship between discrimination and sexual risk remain largely unknown. This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
Some recent work has suggested a fresh look at mechanisms involved in explaining disparities in health behaviors and outcomes that might not be thought of in the framework of traditional health behavior theories (e.g., Factor, Kawachi, & Williams, 2011) . The current study supports this suggestion, as logistic regression analyses found that sexual risk knowledge, as well as condom use norms, attitudes, barriers, and self-efficacy, were not significant predictors of STI diagnosis. Future work should test mechanisms identified by Roberts et al. (2012) , as well as thus far unexamined mechanisms. Possible mechanisms to test are discussed below. Factor et al. (2011) recently suggested that members of marginalized groups (because of the history and their current experiences of discrimination) may engage in behaviors resulting in negative health outcomes as an act of resistance against and to distance themselves from norms associated with dominant groups in society. Given the history of exploitation and mistreatment by the medical system of communities of color in the U.S. and continued suspicion of the medical system among communities of color in the U.S. (Washington, 2006) , greater perceived discrimination may lead first to resistance or rejection of health advice or norms given by that medical system (e.g., avoiding risky sexual partners), thereby leading to increased sexual risk. More specific to the current study sample, Black and Latina women as a group have experienced a history of unconsented, forced, or coerced sterilizations and use of long-term birth control, and have historically faced and continue to face negative societal stereotypes related to sexuality and motherhood (e.g., see Rosenthal & Lobel, 2011) . Because of these experiences, women of color in the U.S. may be particularly likely to reject advice about sexual risk.
A longitudinal study of gay men who were caregivers for men living with AIDS in the San Francisco Bay Area found that over 18 months, greater internalized homophobia predicted greater sexual risk behaviors, including increased frequency of and number of partners for unprotected anal intercourse (Hatzenbuehler, Nolen-Hoeksema, & Erickson, 2008) . It may be that internalization of stereotypes and stigmatization is a mechanism through which members of marginalized groups feel lowered self-worth, concern about one's own health, or self-confidence as a result of discrimination, leading to more risky sexual behavior. If Black and Latina women internalize stereotypes that label them as promiscuous or sexual objects of men, this could in turn affect their agency or confidence in sexual relationships, and therefore increase their risk of contracting HIV and other STIs. As a result of discrimination, socioeconomically disadvantaged women of color may also feel that they have less power both in society at large and in their sexual relationships, which is an important factor in women's sexual risk (e.g., see Rosenthal & Levy, 2010 for a review).
Theory and research suggest that discrimination constitutes a form of physical stress (e.g., Clark, Anderson, Clark, & Williams, 1999) . And, research suggests sex can be used to cope with or escape from stress (e.g., Folkman, Chesney, Pollack, & Phillips, 1992) . Thus, sex, and possibly specifically risky sex, might be used to cope with or escape from discriminationrelated stress (Stevens-Watkins et al., 2011) . Also, women experiencing discrimination may feel a greater sense of connection to others facing discrimination, which could include potential risky partners, such as someone who uses intravenous drugs, has HIV/AIDS or another STI, is a man who has sex with men, or has been in prison. These and other potential mechanisms should be explored in future work to better understand the relationship between discrimination and sexual risk.
Conclusion
Discrimination is increasingly identified as a key predictor of important health outcomes and seems to be critically important to understanding what drives large and persistent health disparities in the U.S. The current investigation is the first to find that discrimination experienced by young, predominantly Black and Latina, urban, pregnant women is associated with increased odds of having a risky partner and contracting an STI, suggesting implications for sexual risk during pregnancy and across the life span, as well as risks for the pregnancy and fetus. This study, along with an ever-growing body of literature connecting discrimination to adverse health outcomes, suggests that it is vital for us to find ways to reduce bias, stereotyping, and discrimination in our society to eliminate persistent health disparities.
